F T,man aged 55
This report of an unusual 'postgastrectomy syndrome' illustrates the importance of taking symptoms seriously in patients after gastrectomy. Clinical history: In 1961, the patient (then aged 48) underwent Polya partial gastrectomy as elective treatment for a chronic duodenal ulcer. About three years later, he began to complain of vomitingthe vomit consisted of food or bile, and occasionally contained streaks of blood. These complaints persisted, and in 1964 he underwent two laparotomies. The report of the first described a 'moderate chemical peritonitis and a healthy stoma'; the report of the second describes massive adhesionsan entero-anastomosis was fashioned between the efferent and afferent loops. His symptoms changed only slightly after these operations and they were thought to be psychogenic. He was discharged from the hospital where these operations had been done and said to be in need of symptomatic treatment only.
In 1968 he was referred to Hammersmith Hospital with persistent abdominal pain, vomiting and anamia. A barium meal showed the presence of unusual filling defects near the gastrojejunostomy. His maximal gastric acid response to pentagastrin was 7T0 mEq in 1 hour. His haemoglobin was 10-6 g/100 ml. Gastroscopy suggested gross ulceration in the stomach but interpretation of the appearance was difficult.
At laparotomy (A G C), a mobile intragastric mass was with difficulty felt near the anastomosis. Gastrostomy revealed multiple polyps, one of which was sent for 'frozen section histology' and reported as 'benign'. The lower half of the gastric remnant was resected together with the adjacent jejunum, and the anastomosis was reconstituted. His recovery was delayed by ileus for a few days but was otherwise uneventful. Pathology: The specimen consisted of a segment of stomach and jejunum including the previous gastroenterostomy ( Fig 1) . The stoma measured 14 cm in circumference and its margin was covered with soft 'grape-like' polypsthe largest being 2-5 cm in length x 1P5 cm in diameter. These all appeared to arise from a zone about 2 cm in width which involved the entire circumference of the anastomosis.
Microscopic sections showed polyps with cedematous stalks in which there was a mild, acute inflammatory infiltrate. The glands in the covering mucosa were lined mainly by mucous neck cells and in several areas small cysts were present. Small areas of mucosal ulceration were present on some of the polyps. At their base (Fig 2) , there was normal gastric mucosa on one side and small intestinal mucosa on the other, confirming that their site of origin was the anastomotic junction. There was no hyperplasia, pseudostratification or cellular pleomorphism which is seen in the typical benign adenomatous polyp, neither was there any evidence of malignancy. Sections of the adjacent gastric mucosa showed plentiful parietal cells.
Comment
The term polyp is a gross descriptive term meaning any pedunculated tumour. It is a nonspecific term and includes true neoplasms (benign or malignant) and inflammatory processes.
Gastric polyps can be broadly divided into true adenomas and those associated with polypoid gastritis (Spriggs & Marxer 1943) . The histological distinctions between the two types are not always clear. The true adenoma shows epithelial hyperplasia, often with pseudostratification and cellular pleomorphism and there is a sharp line of demarcation between the adenoma and adjacent gastric mucosa. In polypoid gastritis there is diffuse hypertrophy of the ruge and some are drawn out into polypoid masses. In addition there is prominent inflammation and the line of demarcation is not sharply marked off from adjacent mucosa. Spriggs & Marxer concluded that these were of inflammatory origin and described 4 patients who had polypoid gastritis after gastroenterostomy. However, the polyps were not all confined to the stomal margin in these cases.
The stomach may also be involved in diseases associated with polyps throughout the gastrointestinal tract, for example, the Peutz-Jeghers syndrome and the Cronkhite-Canada syndrome (Jones et al. 1968 ). In the present case there was no clinical or histological resemblance to these conditions. The term 'Menetrier's syndrome' is used rather variably, but whether inflammatory or hyperplastic it is a diffuse rather than a localized condition.
The histological features in this case were those of an inflammatory rather than a neoplastic process, but the exact localization to the line of a previous gastroenterostomy is most unusual. The exact mechanism of development of this lesion remains totally unexplained.
Professor C G Clark thought that the classification which Mr Cox had introduced (Kay & Cox 1964, Brit. J. Surg. 51, 763), grouping some features of the postgastrectomy syndrome under the heading 'bizarre', was important. The classical postgastrectomy problems were well enough recognized, but there was a tendency to neglect the patient whose symptoms did not follow within the fairly rigid symptom complexes which had been described. When one considered the remarkable cardiovascular and biochemical changes that could be demonstrated in some patients with the dumping syndrome, it was perhaps not surprising that such patients found difficulty in translating their systemic manifestations into words. It would be interesting to know, in the present case, whether there had been any change in symptomatology that might give some indication as to the time when the polyps first appeared.
Dr J E Lennard-Jones commented that it was very unusual for polyps to develop in the stomach without gastritis. In this case a normal acid secretion suggested that the gastric mucosa was normal. He asked whether the polyps could have followed the use of some unusual suture material as they appeared to be confined to the region of the anastomosis. Mr Cox, in reply, agreed with a questioner that gastroscopy should have made the diagnosis before operation. In fact, he had used a flexible fiberoptic gastroscope but had not been at all sure what he was looking at. Gastroscopic appearances after gastric surgery could be very difficult to interpret unless one was doing this procedure very frequently. He hoped he would recognize this condition next time he saw it, but it was so rare that he doubted if he would come across such a case again. Mr Cox also said that there had been no clear-cut change in symptoms to identify the time of development of the polyps; nor did he think that any unusual suture material had been used although the old operation notes were inadequate to exclude this as a possibility. Histology of the resected specimen showed an anaplastic infiltrating carcinoma and one axillary lymph node contained tumour. After the operation she was given a course of 3,500 rads to her parasternal and supraclavicular lymph nodes.
She remained well for nine years, but then was readmitted with abdominal discomfort. Clinically there was marked hepatomegaly and ascites. There was no other evidence of malignant metastatic disease and no sign of local recurrence of her mammary cancer. The opposite breast was normal. At laparotomy (1.10.65) the presence of diffuse metastatic deposits in the liver was confirmed and there were extensive seedling deposits throughout the whole peritoneal cavity. Bilateral oophorectomy was carried out. Histology of a liver biopsy showed a well-differentiated adenocarcinoma, similar in appearance to her previous mammary cancer. The ovaries were clear of tumour. After oophorectomy she improved rapidly and the liver reduced in size.
The remission was only temporary, however, and by March 1967 she had developed extensive local recurrence on the chest wall, there was gross hepatomegaly and a large mass could be felt in the pelvis on rectal examination. There was no radiographic evidence of pulmonary or skeletal metastases.
On May 2, 1967, she underwent pituitary ablation by the implantation of rods of yttrium-90. Although the chest wall recurrence diminished in size there was no change in the hepatomegaly, and on November 19, 1967, treatment with cyclophosphamide was started. She was given an initial dose of 200 mg intravenously daily for ten days, and then placed on an oral maintenance dose of 50 mg b.d. Although the cyclophosphamide has twice had to be temporarily discontinued because of a degree of anmmia (Hb 10 9 and 10 5 g/100 ml respectively), clinically all evidence of her disease has disappeared. Radioisotope hepatic scintigraphy, however, still indicates some replacement of the left lobe of her liver (Fig 1) .
Today she is leading a full and active life. Examination of her abdomen is normal and radiographic examination of her chest and skeleton has remained normal.
Discussion
It is well documented that up to 30 % of patients with advanced cancer of the breast obtain worthwhile objective remission of the disease when its hormonal environment is altered (Atkins et al. 1960 , Forrest et al. 1968 , Sellwood et al. 1968 ), particularly if they have local disease or skeletal metastases (Nemoto & Dao 1966 , Harrold et al. 1968 , McCalister et al. 1961 . Visceral metastases are less likely to regress and if the liver is primarily involved the response is extremely poor.
It is unusual for patients to develop signs of recurrence or metastases after a free period of ten years, and therefore a careful search for a new primary lesion was made in this patient, but was Fig 1 Hepatic scintigram. This was obtained by examining the liver with a gamma camera after the intravenous injection of a 99mTc colloid. The right lobe of the liver (R) is normal but Part of the lft lobe (L) is replaced.
The spleen (S) is also seen
